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Introduction
Violence among America's youth

has emerged as a significant public
health problem1-7 for which no effective
prevention method has been found,2 and
the problem disproportionately involves
minority youth.4 Homicide is the leading
cause of death among young Black men
15 to 19 years of age and occurs at a rate
nine times that for young White men of
the same age.8 The homicide rate for
young Black women has also been found
to be 3.5 times higher than that for young
White women from the same age group.3
The National Crime Survey Report
estimated that, in 1989, 1.2 million youth
12 to 19 years of age were victims of
single-offender crimes and 646 750 were
victims of multiple-offender crimes, in-
cluding robbery, simple assault, aggra-
vated assault, and rape.9'10 Adolescent
violence is a multifaceted problem, and
research on its causes is needed to
provide requisite data for the develop-
ment of prevention and intervention
programs.

Violence is not a uniquely racial
problem,9-11 and its excess mortality by
race is almost entirely accounted for by
social factors associated with poverty
and unemployment.2'12-14 Within this
social environment, cultural transmis-
sion theory proposes that crime and
delinquency are learned in interaction
with other people, largely within inti-
mate primary groups such as families,
peer groups, or gangs.15 There is exten-
sive evidence that many children and
adolescents are continuously exposed to
high levels of violence throughout their
lives and that this socialization may have
a significant effect on the increase in
violent behavior observed over the last
40 years.16 This includes witnessing

violence on television and in movies, in
the community, and in the home2'17-2;
the proliferation of gun ownership by
adolescents22-2A; and being a victim of
violence, severe corporal punishment,
and early physical abuse.2540 However,
not all adolescents who live in communi-
ties with high levels of poverty and
unemployment and who are exposed to
or are victims of violence engage in
violent behavior. Many of these young
people demonstrate unexpected resil-
ience in the face of such social insults.
Identification of resiliency factors will
help in the development of effective
prevention programs for urban adoles-
cents who are exposed to social condi-
tions that place them at risk of engaging
in violent behavior. The purpose of this
study was to examine the relationships
between self-reported exposure to or
victimization by violence and the use of
violence among Black adolescents living
in communities characterized by high
levels of poverty, unemployment, and
violence. Social and psychological fac-
tors associated with resiliency among
these youth were also examined.
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Methods
Subjects

The study was conducted on 225
Black adolescents living in or around
nine US Department of Housing and
Urban Development housing projects in
Augusta, Ga. The subjects ranged in age

from 11 to 19 years. A description of the
subjects is provided in Tables 1 and 2.

Procedures
The study protocol was approved by

the Human Assurance Committee of the
Medical College of Georgia. Eight ado-
lescents living in the targeted housing
projects were identified by community
health workers and enlisted to recruit
subjects. The recruiters were asked to
contact as many adolescents in their
project area as was possible by delivering
a parental and youth informed consent
form along with information as to when
and where the questionnaires were to be
administered. The recruiters were paid
$1 for each subject who completed a

questionnaire. Nonresponse data for
those potential subjects who were asked
to participate but refused were not
collected by the recruiters. To reduce
the sampling bias, adolescents living in
these housing projects who would not
have had the opportunity to attend the
scheduled survey sessions because they
were participating in summer school
(n = 23) or in a housing authority
summer enrichment program (n = 40)
were invited to participate. More than
90% of eligible subjects (n = 63) in
these programs participated in the sur-

vey. These three groups of subjects, as

well as the recruiters, did not differ on

any demographic variable or in self-
reported violent behavior. Question-
naires were administered in the housing
project community centers, a local school
during a summer enrichment program,
and an area high school holding summer
school. In addition, the questionnaire
was administered to a small number of
subjects in the conference room of
Georgia's Children and Youth Project,
which provides health care to children
and adolescents living in Department of
Housing and Urban Development hous-
ing projects. Written parental and sub-
ject informed consent was obtained, and
the subject's name was not placed on the
questionnaire.

To control for variations in reading
ability, the questionnaire was read aloud
by trained interviewers to groups of
subjects ranging in size from 3 to 40; the

TABLE 1 Means, Standard Deviations, and Test-Retest Reliabilities for
Demographic Variables

Test-Retest
Mean SD Reliability

Age, y 14.4 2.2 1.00
School grade 7.1 2.4 .96
Total number of people in home 5.0 1.9 .98
Head of household's education level 12.5 2.5 .84
Head of household's socioeconomic status 5.8 1.4 .86

TABLE 2-Frequency Distributions of Demographic Variables

Subjects
Test-Retest

No. % Reliability

Gender
Male 99 44.0 1
Female 126 56.0 10

Marital status
Never married 208 92.4
Not married but living with partner 16 7.1 1.00
Married 1 0.4

Employed
Yes 61 27.4
No 162 72.6 84

Religious affiliation
Yes 156 70.3
No 66 29.7 .82

Live with parent(s) or relative(s)
Yes 211 96.3 1.00
No 8 3.7 10

Birth order
Oldest 75 33.3
Youngest 37 16.4 89
Middle 100 44.4
No siblings 13 5.8

Head of household
Father, stepfather, grandfather 27 12.0
Mother, stepmother, grandmother, aunt 191 84.9 1.00
Live on own 3 1.3
No answer or don't know 4 1.8

instrument required between 45 and 60
minutes to administer, depending on the
size of the group and the number of
questions asked by the subjects. In no
cases were subjects' parents present
when the questionnaire was adminis-
tered. Subjects were paid $5 for complet-
ing the questionnaire.

Questionnaire
The questionnaire was constructed

from several standardized measures de-
scribed in the following paragraphs.
These instruments were chosen because
they have been used extensively among
minority youths. In order to assess the

stability of the subjects' responses over
time, 12 subjects representing each of
the survey administration sites were
administered the same questionnaire 1
week later. These subjects were given
$10 for the retest of the questionnaire.
One-week test-retest reliability coeffi-
cients were computed on these subjects.
For the total sample (n = 225), each
constructed scale underwent item analy-
sis and was tested for reliability (internal
consistency) with Cronbach's alpha.

Adolescents' use of violence was
measured with selected items from the
Denver Youth Study Self-Reported De-
linquency Questionnaire4l and items
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from the Centers for Disease Control
and Prevention's Youth Risk Behavior
Survey. Items from these two instru-
ments were combined to create an
eight-item scale that was tested for
reliability. On the basis of item analysis,
seven of the eight items were found to
have high internal consistency. These
included questions measuring the carry-
ing and use of weapons, fighting and
assaults, and involvement in gang fights
(see Table 3). The use of violence scale,
which ranged from zero to seven, had a
Cronbach's alpha of .68 and a 1-week
test-retest reliability coefficient of .86
(see Table 4).

Exposure to and victimization by
violence in the community were assessed
with questions from Richters and
Martinez's Survey of Exposure to Com-
munity Violence.33 This survey measures
the frequency of exposure to or being a
victim of 27 types of violence such as
gang violence, selling drugs, burglary,
police arrests, assaults, physical threats,
sexual assaults, weapon carrying, firearm
use, and intentional injuries such as
stabbings, shootings, suicides, and mur-
ders. On the basis of item analyses,
questions measuring exposure to vio-
lence had high internal consistency with
questions assessing victimization by crime
and violence. When separate scales were
constructed for being exposed to vio-
lence and victimization, the alphas were
smaller than for the full scale of 27 items.
This 27-item self-report scale, which
ranged from 0 (low exposure or victimiza-
tion) to 116 (high exposure to violence),
had a Cronbach's alpha of .85 and a
test-retest reliability coefficient of .90.

Exposure to domestic conflict and
violence was assessed through a modi-
fied version of the Conflict Tactics
Scale.42 This 20-item scale has good
concurrent validity when correlated with
other measures of parental psychosocial
distress.43 In the present study, 1 item
was found to have poor internal consis-
tency with the other 19 items and was
discarded. The revised scale ranged
from 19 (indicating low domestic con-
flict) to 71 (representing high conflict).
The scale had a Cronbach's alpha of .86
and a test-retest reliability of .97.

The Home Environment Interview,
Version II, was used to assess disciplin-
ary activity in the home.32 This 6-item
scale was modified slightly to measure
current rather than retrospective pat-
terns of corporal punishment. The scale
ranged from 0 to 6 (high disciplinary
activity) and had a Cronbach's alpha of

.58. However, the test-retest reliability
was only .24.

The Children's Depression Inven-
tory was used to measure a variety of
symptoms of depression.44 This 27-item
self-report measure has been found to
have good reliability and to correlate
well with other similar psychological
scales. The instrument has a potential
range of 0 to 54, with 54 suggesting the
maximum level of depression. In this
sample, the scale ranged from 0 to 31
and had a Cronbach's alpha of .82 and a
test-retest reliability of .84.

The Hopelessness Scale for Chil-
dren was used to measure subjects'
negative expectations about the future.45
This 16-item scale, which ranges from 0
(indicating low hopelessness) to 12 (indi-
cating a high level of hopelessness), had
a Cronbach's alpha of .64 and a test-
retest reliability coefficient of .61.

The Purpose in Life test was de-
signed to measure the level of perceived
meaning in one's life.46'47 It has been
found to measure a construct distinctly
different from locus of control.48 Each of
the 14 items was scored on a 7-point
scale so that the minimum ("worst")
score was 14 and the maximum was 98.
The subjects' scores ranged from 35 to
98, and the scale had a Cronbach's alpha
of .86 and a test-retest reliability coeffi-
cient of .61.

A 5-point scale was created to
determine subjects' certainty of being
alive at age 25. The choices ranged from
"I am absolutely sure that I will live to be
25 years of age" (scored as 1) to "I am
absolutely sure that I won't live to be 25
years of age" (scored as 5). This scale
had a test-retest reliability of 1.0.

Subjects' religious activity was as-
sessed with two items. First, the subject
was asked whether he or she was a
member of any church or religious
organization. Second, a 5-point scale was
used to determine frequency of church
attendance or religious activity. Test-
retest reliability was .82 for the former
and .60 for the latter.

Four questions were asked to assess
family structure. These questions in-
volved the total number of people in the
home, whether the subject lived with a
parent or adult relative, the subject's
birth order, and the identification of the
head of the subject's household. All of
the questions had a test-retest reliability
of .89 or better.

Future aspirations were assessed
with two questions. Subjects were asked,
"If you could do whatever you wanted,

what type of job or profession do you
want to have when you grow up?" The
answers were scored on a 7-point ordinal
scale based on the educational level
needed to achieve the professional goal
(with 1 being the highest educational
level). At a separate point in the
questionnaire, the subjects were asked
what kind of job they saw themselves
doing when they were 25 years of age.
This question was scored in the same
manner as the preceding question. The
test-retest correlation for these ques-
tions was .91.

Parents' socioeconomic status was
based on the expected educational level
needed to qualify the parents for their
current job or profession. This was
scored on a 7-point ordinal scale, with 1
indicating the highest socioeconomic
status level (professional job requiring a
doctoral degree), 6 indicating employ-
ment not requiring a high school educa-
tion, and 7 indicating unemployed status.

StatisticalAnalysis
Interval and ordinal data are sum-

marized as the mean + standard devia-
tion. Bivariate analyses were conducted
with Pearson product moment correla-
tion coefficients, analysis of variance,
and chi-square tests. Variables found to
be significantly (P < .05) associated with
adolescents' use of violence were ana-
lyzed with stepwise multiple regression.
Because of missing values on some
variables, the regression analysis was
conducted on the subjects with complete
data (n = 209).

Results
Eighty-four percent of the adoles-

cents reported engaging in at least one
form of violent behavior. The percent-
ages of male and female subjects engag-
ing in each type of violence are reported
in Table 3. The mean response on the
violence scale was 2.1 + 1.7, with a
median score of 2.0 and a skewness of
0.94 + 0.16. The exposure to violence
and victimization scale was normally
distributed, ranging from 0 (low) to 116
(high). The mean response of 44.2 +

22.6 suggests that the subjects in this
study had been frequently exposed to
and been victims of violence (Table 4).

Male subjects (2.1 + 1.8) reported
engaging in significantly (P < .01) more
violent behavior than female subjects
(1.8 + 1.6). Self-reported use of violence
was positively correlated with previous
exposure to violence and victimization;
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levels of hopelessness, depression, and
family conflict; previous corporal punish-
ment; and age. Use of violence was
negatively correlated with the purpose in
life scale and expectancy of being alive at
age 25 (Table 5). Use of violence was not
significantly correlated with resiliency
factors such as family structure, socioeco-
nomic status, religious behavior, or any
other demographic variable. However, a
factor indirectly associated with resil-
iency, higher purpose in life score, was
correlated with greater frequency of
attendance at religious services (r = .20,
P < .004) and a higher socioeconomic
status of the head of household
(r = -0.20, P < .004). Also, subjects
who lived in households in which the
head of household was employed had a
significantly higher purpose in life score
(P < .003), had fewer feelings of hope-
lessness (P < .017), and were more
likely to believe they would be alive at
age 25 (P < .016) than adolescents from
homes with unemployed heads of house-
holds.

When each of the variables found to
be significantly associated with use of
violence was analyzed with stepwise
multiple regression, previous exposure
to violence and victimization was the
strongest predictor of use of violence,
explaining 26.6% of its variation (Table
6). The depression scale was entered as
the second variable in the regression
model, explaining an additional 3.8% of
the variation in use of violence. Gender
explained an additional 1.6% of varia-
tion in use ofviolence as the last variable
entered into the model. The interaction
effects between gender and the other
independent variables were not signifi-
cant. These three variables accounted
for 31.1% of the variation in the
adolescents' use of violent behavior.
Since the other variables significantly
correlated with use of violence were also
correlated with both exposure to vio-
lence and depression, they did not
account for any additional variation in
the regression model (Table 5). For
example, depression was negatively cor-
related with purpose in life and posi-
tively correlated with corporal punish-
ment, family conflict, and hopelessness
(Table 5). Exposure to violence and
victimization was positively correlated
with age, family conflict, depression, and
hopelessness and negatively correlated
with purpose in life. These data suggest
that factors associated with resiliency
are not totally independent of the
strongest predictor of adolescents' use of

TABLE 3-tems Included in the Use of Violence Scale

Males Females

No. % No. %

Attacked someone they lived with
out of anger

Involved in a physical fight in the last
12 months

In the previous 12 months, received
an injury during a physical fight
requiring medical care

Been involved in a gang fight
Carried a weapon such as a gun,

knife, or club in the last 30 days
Ever carried a hidden weapon
Attacked someone with a weapon

with the idea of seriously hurting or
killing

44 44.4

64 64.6

12 12.1

25 25.3
35 35.4

41 41.4
19 19.2

66 52.4

70 55.5

9 7.1

15 11.9
20 15.8

31 24.6
17 13.5

TABLE 4-Means, Standard Deviations, and Reliability Coefficients for Social
and Psychological Scales

Test-Retest Cronbach's
Mean SD Reliability a

Desired socioeconomic status
Anticipated socioeconomic status at age 25
Church attendance
Corporal punishment
Conflict Tactics Scale (family conflict)
Exposure to and victim of violence
Children's Depression Inventory
Hopelessness Scale for Children
Purpose in Life test
Alive at age 25
Use of violence

violence: their exposure to violence in
the past.

Discussion
Koop and Lundberg have stated

that the solutions to violence are very
complex and that research on the causes,
prevention, and cures of violence is
needed.1 In this study, we addressed
factors associated with Black adolescents'
self-reported use and nonuse of vio-
lence. As expected, self-reported use of
violence by these Black adolescents was
significantly correlated with three indica-
tors of previous exposure to violence:
self-reported exposure to violence and
victimization in the community, degree
of family conflict, and severity of corpo-
ral punishment and discipline. Because
these data were collected in a cross-
sectional survey, we cannot imply causa-
tion between multiple exposures to

2.9
3.5
3.5
0.9

34.9
44.2
7.8
2.4

81.2
3.8
2.1

1.6
1.9
1.5
1.3
9.9

22.6
6.0
2.3

12.9
0.9
1.7

.91

.91

.60

.24

.97

.90

.84

.61

.61
1.00
.86

..

.. .

.58

.84

.85

.82

.64

.86

. .

.68

violence and adolescents' reported use
of violence. These relationships may be
covariational in nature, with viewing
violence in the community, personally
experiencing violence and crime, witness-
ing violence and conflict among family
members in the home, being a victim of
severe corporal punishment, and actu-
ally using violence dynamically interact-
ing with one another as these events
co-occur. These data support the cul-
tural transmission theory that has pro-
posed that adolescents' use of violence is
learned within intimate primary groups
such as families, peer groups, and other
sources for modeling such as gangs.15
These data also support previous theo-
retical and empirical work suggesting
that experiencing or being a victim of
violence will increase the risk that an

adolescent will, in turn, use violence
against others.1621,25-33
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TABLE 5-Pearson Correlation Coefficients (P Values) between Black Adolescents' Use of Violence and
Social and Psychological Scales

Exposure Alive at Purpose Corporal Family
to Violence Age Age 25 in Life Punishment Conflict Depression Hopelessness

Age .22 (.001) ... ... ... ... ... ... ...

Alive at age 25 -.11 (NS) .02 (NS) ... ... ... ... ...

Purpose in life -.18 (.009) -.04 (NS) .15 (.031) ... ... ...

Corporal punishment .12 (NS) -.10 (NS) -.10 (NS) -.26 (.003) ... ...

Family conflict .42 (.0001) -.01 (NS) -.07 (NS) -.19 (.005) .25 (.0001) ...
Depression .28 (.0001) .08 (NS) -.14 (.005) -.58 (.0001) .32 (.0001) .29 (.0001) ... ...

Hopelessness .20 (.003) -.05 (NS) -.08 (NS) -.51 (.0001) .23 (.001) .33 (.0001) .55 (.0001) ...
Use of violence .50 (.0001) .17 (.01) -.18 (.007) -.26 (.0001) .20 (.004) .27 (.0001) .32 (.0001) .32 (.0001)

Note. NS = not significant.

TABLE 6-Multiple Regression Analysis of Black Adolescents' Use of Violence

R2
,B Change F P r

Exposure to and victim of violence .034 .266 74.99
Depression .062 .038 45.12
Gender -.443 .016 32.22
Constant .822 ... ...

Multiple R = .566; R2 = .320; Adjusted R2 = .311.

Although the depression scale was
significantly correlated with the level of
violent behavior, we cannot assume that
depressed adolescents are more likely to
commit violent acts. Because these data
were collected by means of a cross-
sectional survey, it is also probable that
exposure to high levels of violence and
involvement in violent activity could
result in higher levels of depression
among youth. However, these data indi-
cate a definite association between de-
pression and self-reported use of vio-
lence independent of the influence of
previous exposures to violence.

Although these adolescents were
living in a community characterized by
high levels of poverty, unemployment,
and criminal activity, 15.6% reported
that they had never used any form of
violence, and an additional 31% re-
ported only one form or type (not event)
of previous violent activity. Several vari-
ables were found to be associated with
resiliency that enabled adolescents to
resist engaging in higher levels of vio-
lence despite the presence of multiple
risk factors. In support of resiliency
theory,34-39 adolescents who reported
lower levels of hopelessness, had higher
scores on the purpose in life scale, and

.0001

.0001

.0001
. ..

.52

.32
-.15

. ..

believed there was a higher likelihood
that they would be alive at age 25 were
less likely to report engaging- in violent
behavior. Despite living in an environ-
ment that would be expected to facilitate
feelings of hopelessness, little chance for
successfully changing their life situa-
tions, and a chance that they may not live
to be adults, many of these adolescents
felt the opposite and correspondingly
did not engage in violent behaviors. On
the basis of research and theoret-
ical work by lessor,36 Garmezy,37 and
Werner,3-39 it would be expected that
these relationships would be influenced
by family structure, parental socioeco-
nomic status, religious behavior, and
parental employment status. None of
these variables were associated with the
use of violence by adolescents. This may
be partly due to the small variation
among categories for the family struc-
ture, parental socioeconomic status, and
parental employment status variables.
However, in support of resiliency theory,
adolescents who attended religious ser-
vices more often and whose head of
household had a higher socioeconomic
status were more likely to have higher
purpose in life scores, which, in turn,
were associated with less violent behav-

ior. Also, living in a home with an
employed head of household was associ-
ated with higher purpose in life scores,
fewer feelings of hopelessness, and a
higher likelihood of believing one would
be alive at age 25.

To apply these findings to preven-
tion programs, comprehensive and multi-
faceted approaches are needed.4 A
lesson that has been learned from the
acquired immunodeficiency syndrome
epidemic is that cognitive approaches to
prevention, such as informing the public
about a disease and how to safeguard
against infection, do not exert much
influence on health-impairing habits
among adolescents.49 The most effective
health education programs aimed at
preventing and/or changing adolescents'
health-impairing behaviors have used a
social cognitive approach based on social
learning theory.4950 This approach as-
sumes that health-impairing behavior is
socially learned, purposive, and func-
tional and is ihe result of the interplay of
social-environmental and personal fac-
tors. For adolescents to achieve self-
directed behavior change, they need to
be provided not only with the reasons to
alter high-risk behavior but with the
means, resources, and social supports to
do so. We propose that skill-building
violence prevention programs centered
on conflict resolution and violence avoid-
ance and aimed at younger adolescents
be developed and evaluated and that
these programs include strong normative
components. However, prevention pro-
grams will have a limited impact on
adolescent violent behavior if they are
not accompanied by institution- and
community-level changes in many of the
risk factors for engaging in violent
behavior (i.e., high levels of violence in
the home, community, media, etc.).
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For many adolescents coming of age
in the 1990s, violence is a daily reality.
They experience it in their homes and
communities and witness the irrespon-
sible portrayal of violence on prime time
television and in movies. Among minor-
ity youth living in lower socioeconomic
urban areas, the hopelessness of social
immobility and a lack of modeling of
nonviolent conflict resolution skills in
their homes and communities provide
scenarios in which there are neither
incentives nor skills to avoid the use of
violence. At the very least, solving the
problem will require both national and
personal commitments in initiating pre-
vention programs during childhood and
early adolescence. 1
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